CASE REPORT
S. G. was a 24-year-old gravida 4, para 1021 with an expected date of confinement of March 6, 2000. She was brought to labor and delivery at Brookdale University Hospital by Emergency Medical Services on February 13, 2000 after a motor vehicle accident earlier that morning.
The patient was driving a sport utility vehicle and was wearing a standard seatbelt-lapbelt when she was struck while stopped at a red light. The impact was at right angles to her vehicle and caused her vehicle to flip entirely over, landing upright. Her steering wheel airbag deployed on impact. When her vehicle came to rest, she noted that her pants were grossly soaked.
Her past obstetric history included a full-term delivery of a 6 pound 8 ounce infant boy 8 years previously. She had had two uncomplicated terminations of pregnancy in the interim. Her medical history was negative for hypertension, and she had no other surgical history. The patient denied a history of substance abuse, pelvic inflammatory disease, or domestic violence. She denied having any sexual activity for the 2 months before admission.
On admission, she was awake, alert and oriented ϫ3. Her vital signs were as follows: temperature of 97.6°F, pulse 92, respiratory rate 20, and a blood pressure of 100/66 in the sitting position. Her weight was 179 pounds, and her height was 5 feet 7 inches.
The only evidence of trauma was some mild facial bruising. The remainder of her examination disclosed a fundal height of 37 cm; fetal heart tones were present and the uterus was soft to palpation. The patient complained of mild tenderness on the left side of the uterus. On speculum examination, gross rupture of membranes was evident and confirmed by both nitrazine and ferning. The cervix appeared to be long, closed, and posterior. On bedside scan, the fetus was in a cephalic presentation. Fetal size was consistent with estimated gestational age. There was scant amniotic fluid. There was no evidence of retroplacental bleeding.
Her initial labs were unremarkable. A Kleihauer-Betke test was negative. The platelet count was 275,000, the hemoglobin was 12.2, and the hematocrit was 37.5. A coagulation screen was negative.
An external fetal heart rate (FHR) tracing (Figure 1 ) disclosed a normal baseline rate, the presence of accelerations, and the absence of decelerations. Later in the latent phase, (Figure 2 ) this trend continued. Internal monitoring was begun in the active phase of labor ( Figures 3 and 4) . Oxytocin was administered when a diagnosis of secondary arrest was made, later in the active phase ( Figure 5 ).
Her labor progressed in an otherwise uneventful manner. She received an epidural for analgesia. Approximately 12 hours after admission, she had a normal spontaneous delivery of a female infant. The infant weighed 5 pounds 12 ounces and had Apgar scores of 9 and 9 at 1 and 5 minutes, respectively. Umbilical cord blood gases were as follows: umbilical venous of pH 7.25 and umbilical artery of pH 7.20. Both mother and infant had uncomplicated postpartum courses and were discharged 2 days postpartum.
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amniotic sac, amniotic fluid, placenta, and umbilical cord and is a function of gestational age. As pregnancy progresses, the relative volume of fluid and fetus changes dramatically under normal circumstances. In addition, the bony structure, as well as the supporting tissues of the fetus as they mature, are able to mitigate against the force of impact. In our culture, traumatic impact to the gravid uterus occurs as a result of multiple causes. These causes include: domestic violence, motor vehicle accidents, incidents arising during the commission of a crime, homicide, suicide, and accidents. The vast majority of these traumas are minimal in nature. The result of the occasional severe impact to the fetus ranges from broken bones and damaged viscera to injury to the placenta, umbilical cord, and membranes. These injuries are rarely reported. Their true incidence is unknown and problematic to even estimate.
Multiple obstetrical issues arise on this basis (Table 1) . [1] [2] [3] [4] A thorough evaluation regarding the obstetric risks (initiation of labor, abruption, isoimmunization, and premature rupture of the membranes) should be performed. However, this evaluation should not interfere with the overall assessment of significant trauma to a nonpregnant woman, such as appropriate radiographic studies, tetanus prophylaxis, and hospitalization for serial observation ( Table 1 ). The pregnant uterus is an extremely safe and forgiving environment for the developing fetus. 
